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1.0 Goal Statement

4EOI OCE OEA O0OAOEAAT 060 wi AOCAT AU o1 AT &£ O ') $3
2020 (COP20), the United States (U.S.government (USG) will support the South African (SA)
Government (GoSA) toward the goal of HIV epidemic control. GoSA and PEPFARBA are fully
committed to this goal. COP20 will focus on retaining People Living with HIV (PLHIV) on
antiretroviral therapy (ART) and continuing to prevent new HIV infections through: (1)
Enhancing community-led, site-level monitoring; (2) Improving pediatric treatment and
continuing to provide support for Orphans and Vulnerable Children (OVC); (3) Expanding the
Determined, Resilient, Empowered, AIDSfree, Mentored, and Safg DREAMS program and
increasing funding to community grants to reduce HIV risk for adolescent girls and young women
(AGYW); (4) Saturating voluntary medical male circumcision (VMMC) for men agesl5and older;
(5) Further enhancing collaboration with the Department of Health (D oH) across dl levels, as
well as with other stakeholders; and (6) Continuing to improve partner management through
improved data use to sustain our gains and retain patients in care in COP20.

To achieve these goals, PEPFAR SA will work with the GoSA to acceleratehievements by
responding to weekly site-level data to drive immediate, datadriven changes and maximize
performance on case finding, linkage, and retention in order to identify, report, and escalate
critical challenges. Findings from community-led monitori ng will be integrated into this process.
PEPFAR SA will continue to work closely with civil society through stakeholder engagement
OAOOET 1 OGourinAdp&ratidndi@n (COP) Activities, Civil Society Forum Meetings,
Provincial AIDS Council Meetings, and continued community monitoring efforts.

PEPFAR SA will focus heavily on retention and viral suppression through expanding access to
patient-centered retention strategies, including appointment systems and decanting stable
patients to adherenceclubs, external pick up points, and spaced and fastane appointments
(SFLA).In addition, PEPFAR will continue to support patient-centered interventions such as case
managementfor all patients with unsuppressed viral loads.PEPFAR will support the national roll
out of Multi -Month Dispensing (MMD) from the current 2-month supply to a 6-month supply.
Pediatric focused approaches will include scaleup of postnatal clubs and pediatric focused case
managers/facilitators. Within PEPFAR supported districts overall viral load (VL) suppression was
reported at 93% by the end offiscal Year FY)19, andit is expected the program will achieve 95%
VL suppression across all populationsgex bandsby the end of COP20. The rolfout of Tenofovir
Lamivudine Dolutegravir (T LD) will continue to scale during COP20 and is expected to provide
an additional boost to both ART coverage and VLsuppression rates.

PEPFAR SA will use HIV rapid recency testing (confirmed by VL test) in the four highest burden
districts. Data will be collected on demographics (e.g., age, sex,), residence, risk profile, and HIV
testing history to help identify hot -spots, and results can be used to prioritize tracing of partners
of persons with recent infection.

Prevention shifts will include DREAMS expansion to 24 total districts, increasing focus on VMMC
coverage among 25yearold men, and surging the pre-exposure prophylaxis (PrEP) services. All
interventions will be aligned with the 201772022 South Africa National Strategic Plan for HIV,
Tuberculosis (TB) and Sexually Transmitted Infections (STI9 (NSP), the Joint United Nations
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Programme on HIV/AIDS (UNAIDS) 90790790 goals,World Health Organization ( WHO)
guidelines and global best practces, and with the PEPFAR Strategy for Accelerating HIV/AIDS
Epidemic Control (201%Z2020) and in close collaboration with GoSA and other stakeholders.

PEPFAR SA has focusefr impact both geographically and programmatically. During COP20,
PEPFARSAwilE T OET OA O ET OAOO ET 31 OOHistrict&OdeAuhtin® ¢ a E
for 80.4% of PLHIV. Within these districts, COP20 will further focus on the four largest

metropolitan districts (accounting for 35% of PLHIV) and populations with largest treatment

gaps.

PEPFAR SA is fully committed to active partnemanagement and accountability, engagement at

all spheres of government, and mobilizing all stakeholders to achieving these goals. PEPFAR SA is
particularly committed to working closely with GoSA and Civil Society to ensure high-quality,
client-centered HIV services.

2.0 Epidemic, Response, and Program Context

2.1 Summary statistics, disease burden and country profile

SA is an uppermiddle income country, with many cultures, languages,ethnic groups, and
religions. In 2019, he population was estimated at 588 million, of which approximately 51% (30
million) were female. Life expectancy at birth wasestimated to be 67.7 years for females (72.7
without HIV/AIDS) and 61.5 years for males (65.6 without HIV/AIDS), and the infant mortality
rate was estimated at 221 per 1,000 live births.

National Income per capita was estimated at U.S. Dollar (USD) 5,430 in 202 7.otal health

expenditure was estimated to be about 8% of the Gross Domestic Produ¢GDP) in 2016 ($428 per

capita), with health spending expected to reach SA Rand (ZAR) 223 billion (approximately USD

15.6 billiors) in 2019/204 Domestic private expenditures (voluntary health insurance, out of

pocket expenses) accounted for 44% of health exgnditures in 2016s GoSA is committed to

continuously increase budgetary support for the HIV response. The recent GoSA budget

allocation for HIV indicates a continued increase from $1.7 billion in 2018/19, to $2.1 billion in

2020/21, accounting forover?7 ' T £ OEA AT 01 O0OUBO ()6 AgPAT AEOOOA

YT alT Yyh 3180 (westan dstinatddv 599,215 BIMAVESf which more than half
(63%) were women. The estimated number of new infections among adults declined by 56% from

1 statistics South Africa [StatsSA], Midyear population estimates, 2019. Statistical Release P0302, StatsSA: Pretoria.
2 Gross National Income per capita, Atlas method (current USD). World Bank: World Development Indicators.
Online: http://data.worldbank.o rg/indicator/

3 Using the current Exchange Rate (May 2019) of ZAR14.35:USD1.

4Budget Review (2019). National Treasury, Republic of South Africa, February 20, 2019.

5 World Health Organization (2019). Global Health Expenditure Database.
http://apps.who.int/nha/database/ViewData/Indicators/en  Accessed May 5, 2019.

6 Thembisa 4.2 (2019). Thembisa estimates reflect miglear 2019 for point estimates (like prevalence) and mig/ear
2019to mid -year 2020 for flow estimates (like number of new infections). Reference: Johnson LF, May MT,
Dorrington RE, Cornell M, Boulle A, Egger M and Davies MA. (2017) Estimating the impact of antiretroviral
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1999 to 2019yet incidence remaned high, with an estimated 194,494new infections in 2019;
Among children, the estimated number of mother-to-child transmissions declined by 87% from
2004 to 2019, and 75% of those transmissiongere estimated to occur during breastfeedings This
decline in incidence and shift of transmission from perinatal to postnatal has led to a shift in the
age distribution of HIV -infected children, with over half (52%) of whom are now 1414 years of
ages

S OOE ! Z#OEAA8O ()6 APEAAIEA EO 1 AOCAI U AOEOAT AU
behavioral, socic-cultural, economic, and structural factors influencing HIV transmission risk.
These factors include national and regional population mobility and migration; economic and
educational status; lack of knowledge of HIV status; alcohol and drug use; early sexual debut;
sexual and genderbased violence (GBV); incomplete coverage of male circumcision;
intergenerational sex; multiple and concurrent sexual patners; inconsistent condom use,
especially in longerterm relationships and during pregnancy/post-partum; discrimination and
stigmatization; and gender dynamics, including unequal power relations between men and
women.

The SA National Department of Health (NDoH) and the Departments of Health (DoH) at
provincial and district levels lead the public-sector HIV treatment and biomedical prevention
efforts to achieve epidemic control. As of December 2019, thererere 5.9 million people on ART in
the public sector, including 157,749 children (<15 years) and 4,411,868 adultky addition, there
were an estimated 378,000 PLHIV on ART in the private sector. SA manages the largest national
treatment program in the world, although with universal ART eligibility, over all treatment
coverage is only 65%1ART coverage is higher among adult females (15+, 68%) than among adult
males (15+, 62%) but is low among adolescent girls and young women {28, 38%). ART coverage
among children is estimated to be 49% (Table 2.1.2).

HIV prevalence and incidence vary significantly across geographic areas; over half (52%) of PLHIV
are concentrated in the Gauteng and KwaZuldNatal provincesazTables 2.1.1 and 2.1.2 below
summarize the key HIV epidemiological data and provide a nationd view of the 90790790

cascade

The South Africa Human Sciences Research Council (HSRC) issued results the Fifth South Africa
National HIV Prevalence, Incidence, Behavior and Communications SurveysOverall the Survey

treatment on adult mortality trends in South Afri ca: a mathematical modelling study. PLoS Medicine. 14(12):
€1002468

7 Ibid.

8 Ibid.

9 Ibid.

10 johnson LF, Dorrington RE (2019) Thembisa 4.2: A model for estimating the impact of HIV/AIDS in South

Africa.

11 Based on conversations with the Governmentof SOOE | £OEAAEO . AGET T Al $APAOCOGI AT O 1 &
12 30hnson,op. cit.

13 South Africa Human Sciences Research Council (HSRC), Fifth South Africa National HIV Prevalence,

Incidence, Behavior and Communications Survey. Accessibldttps://www.hsrcpress.ac.za/books/south
africannationathiv-prevalenceincidencebehaviourand-communicationsurvey2017
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demonstrated a marked decrease in nevinfections from 2012 to 2017, with a 56% decline among
women. Incidence washigher for women than men, and in the important age group of 1524,
incidence wasthree times higher among young women than young men. An estimated 38% of
new HIV infections were among those aged 184 years of age.

According to the HSRC 2017 survey, South Africa has reachedz83;88 toward the UNAIDS 90z
90790 targets. South Africa ha made considerable progress toward testing and identifying
PLHIV, with 92 percent of HIV -positive South Africans aware of their status in 2019. However,
South Africa has a significant gap to reach these people living with HIV with HIV treatment and
keep them virally suppressed.

The HSRC survey measumta variety of behavioral factors contributing to HIV risk. The survey
indicated that condom use had increasedfrom 2012 butwasless than the peak measured in the
2008 survey. Condom use at last sex for indiduals age 1864 with two or more sexual partners

was 55.6%. The survey alstbund an increase in sexual debut before the age of 15 and an increase
in the number of adolescents in sexual relationships with older partners. Multiple sexual
partnerships had decreased slightly. The survey indicatd a significant increase in adult male
circumcision over the past five years, primarily with medical circumcision.

PEPFAR South Africa awarded 73% of COP18 funding to local indigenous partners; this incredse

to over 80% in COP19 ands expected to stay at the same ratio or higher for COP2(pending

AET Al EUAQGETT 1T &£ OAT AETETC 4"3%$ 1 AAEAT EOI 68 31 OO0E
(HPRS) was developed in answer to the need for a unique identifier fonational health insurance,

and the country has set a target of 35 million patients with more than 43 million enrolled as of

October 20109.

31 OOE ! Z#OEAA8O bPI AT O1 DPOO Al AAAEOEITAI Oxi 1EI
Ramaphosa in the State of tle Nation Address in February 2018, was the start of an increasingly

targeted effort designed to accelerate epidemic control in SA by putting a total of 6.1 million

individuals on ART in the public health system by December 2020. The GoSA and PEPFAR SA

devdoped a Treatment SurgePlan), and the roll-out began in COP18 with substantial PEPFAR

investments in direct service delivery(DSD) in the 27 priority districts that account for 82% of the

HIV burden in SA. The plan included high-impact technical assistan@ and abovesite

interventions that support the national ART program.

In March 2019, PEPFAR and &H expandedan intensive facility -based support to cover high

611 O0i A EAAEI EOEAO POI OEAET C ()6 OOAAOI AT O OEOI OC
iOA6 ET. Siyezénhhsksifice been absorbed by thelDo( O/ PAOAOGET T O0EOOEODI Ab
The Siyenza approach is based on repeated site visits by PEPFARIHD and implementing partner

staff, with the goal of ensuring full implementation of HIV testing a nd treatment policies with a

A1 AOO 11 EIiDPOI OET ¢ OAOAT OEiIT8 ' OEAAA AU OEA -ETE
outlined performance standards and expectations for bH staff, facility staff and managers work

to ensure that PLHIV are linked to care,PLHIV who miss appointments are traced immediately

and returned to care, and PLHIV who have dropped out of care are identified and welcomed back
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into facilities for care. The circular outlined performance standards for health care workers

including nurses, community health workers, lay counsellors, and data clerks3 EUAT UA8 O 1T AEA
at the patient level are to increase retention by providing a betterexperience throughimproved

EAAT OE x1 OEAO AT CACAI AT O AT A O AiudeAabilly are OE OET ¢ OEI
increase numbers of PLHIVinitiated and retained on treatment and reduction in the number of

patients disengaging from care.

With the end of the $500 million USD 2-year Surge (COPs 18 and 18 PEPFARSA must ensure
appropriate transition to the GoSA and adequate USG support to maintain those on treatment
The GoSA and PEPFARAS I6cal partners need to work together closely to develop strategies for
long term maintenance of people receiving ART, while also ensuring that highly focused case
finding strategies are effective in bringing missed population groups into treatment. This change
in focus from Surge accelerated case findingo post Surge maintenance of patient care will
require close collaboration with local civil society organizations to be highly effective with the
availableresources.
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Table 2.1.1South Africa Host Country Government Results

<15 15-24 25+
Total Female Male Female Male Female Male
N % N % N % N % N % N % N % Saurce,
Year
Statistics
South
Africa
Total o | 8 % | 8 6% 816 | 81% | 4.8 82% | 16 8.9% 629 | 26.0% | SHANRY).
Population 58, 775,022 100% ,343.541] 14.2 \550.747 1. 4T 54,01 1 401G, 371 ;2 1 993!-_‘;19 2o 15,302,020 20.0 Mid-year
population
estimates,
2004 [1]
HIV . . ) . : " Thembisa
Prevalence (%) 13.1% 1.g% Lg% 10.3% 1.7% 47.8% 24.5% 4.2 2019 [2]
A[DS-Deaths 66,604 AIDS deaths in male & female children <i5= N/A NJA Ee.:f:]r:fjjlt::;:’? AIDS deaths in male Thembisa
[per year] 5,054 adults =15= 33,952 4.2, 2015 [2]
30,307
PLHIV 509, 8.8 143,
! 709,208 135520 139,615 492,075 180,333 4145 042 800 4.2, 2015 [2]
o.06%
Incidence Rate . <o.00%
o.35% (10— 1.35% 0.37% 0.5 0.40%
(¥r) 9 ) (1o0-14) 39 w 55 49 42, 2019 [2]
6,
MNew I[nfections 702 541 (54 i
(i 197,102 1,615 ages ages 10- 75,562 21,305 52,383 73805 2]
piiu] 10-14) 1) 4.2, 2009 |2
Annual births 1,200,436 100% 2018 [1]
% of Pregnant i
Women with . ) i . ) 4.2, 2019 [2]
at least one N/A o8 [PHS has age disaggregations <20 (94.7%), 20-34{93.5%) and 35-49 (93.4%). and DHS
AMNC visit 2016
Pregnant .
WOMEen 250,550 1. 7% W
needing ARVs 41, 2009
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Table 2.1.2HIV diagnosis, treatment and viral suppression

Table 2.1.2 go-go-go cascade: HIV diagnosis, treatment and viral suppression*
- . ) . - . HIV Testing and Linkage to ART
Epidemiologic Data HIV Treatment and Viral Suppression Within the Last Year
Total .
X - . . Diagnosed
HIY Estimated FLHIV ART Viral P
Population el I OnART | . M| Testedfor | HIV Initiated
Size Prevalence Total Diagnosed 2] Coverage | Suppression | .o &l Positive | on ART [3]
Estimate [z] PLHIV [z2] [z] [2] N
[1] E1N
(#) (*a) (#) (#) (#) (%4} (%) (#) (#) (#)

Total
population | 35775022 3% 7:599.215 | 6,900,822 | 4,974,883 65% B5% 14,989,051 | 776,909 723,401
Populati
:;p:eirlan 16,899,287 Lg% 318,856 210,714 156,381 49% 68% 1,244,107 16,80 17,906
M :

j?sli A 4,819,371 3.7% 180,333 127,578 105,630 50% B6%
i 6,210,442 218,443 175,330
Men 25+
vears 15,302,629 16.1% 2,466,047 2,216,220 1,630,013 66% B5%
W
- c;r:::ars 4,754,816 10.3% 492,075 363,257 258,07 52%% 7B%
Women 7:478,503 541,575 530,165
28+ years 16,508,519 24.7% 4,190,804 3,670,783 3,228,800 k] BR%
MSM [4] 346,799 30% 107,815 44,871 30,624 28% 63% 30,863 L467 L5
FSW [4] 124,706 54% 67,597 51,137 34,328 5140 76% 25,12 3675 2899
PWID [7,8] 75,000 2% 15,750 MN/A N/A M/A MN/A 1,322 A1 274
Priority
Pop
(People in 94765 9.847 753
prison)
*Disggmregations do not sum to the totels due to wnknown oge in some HIV besting records
[1] Statistics South Africa [StatsSa). Mid-vear population estimates, 2oug. Statistical Release Pogoz, Statistics South Africa: Pretoria
|2] Johnson LF, Dorrington RE (2o0g) Thebis 4.2: A maodel for estimating the impact of HIVAAIDS in South Africa.
[3] FEPFAR reported data (AFR amg). PEPFAR partners have used TIER.Met for HIV testing and treatment reporting from FYip03 enward. Viral suppression results are patient-level viral suppression
rates at the most recent test done within the past year, as reported in TIER.Neat.
|4] University of California, San Francisco. (2mg). Consensus Cascades. |Dataset]
|5] Maomi South Africa district estimation model
[6] NHLS Viral Load dashboard
[7] UMAIDS. Do no harm. Health, human rights and people who use drogs. Report. Geneva: UNAIDS; 2o06. Available from: http:/ fwww unaidsorg/sites/default/ files/media_asset/donoharm_en.pdf.
18] Scheibe, AL Young, K., Moses, L. et al. Understanding hepatitis B, hepatitis C and HIV among people who inject drugs in South Africa: findings from a three-city cross-sectional survey. Harm Beduct |
16, 28 [zoag). https:)/doi.org 1o.n86/s12954-01g-0298-2.
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Figure 2.1.3 National and PEPFAR Trend for Individuals currently on Treatment

Figure 2.1.3 Individuals Currently on Treatment in South Africa
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Figure 2.1.4 Updated Trend of New Infections and All  -Cause Mortality Among PLHIV

Figure 2.1.4 Trend of New HIV Infections and Total
AIDS Deaths in South Africa
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Figure 2.1.5 Progress retaining in dividuals on ART in FY19
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404019

HTS_TST_POS APRIY 760,652

TX_NEW APR|9 636,253

TX_NET_NEW APRI9

oK 50K 100K 150K 200K 250K 300K I[OK 400K 450K 500K 550K 600K 650K 700K 750K 800K
27 Priority districts; Source: MER Structured Dataset: MER_Structured_Datasets_Site_IM_FY17-20 20191220 v2_|_South Africa.txt

13| Page



Figure 2.1.6 Proportion of clients from ART 2018 Q4 to 2019 Q4

Clients Gained/Lost by Age/Sex from FY2018 Q4 to FY2019 Q4
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27 Priority Districts. Source: MER_Structured_Datasets_Site_IM_FY17-20_20191220_v2_|_South Africa.txt
Figure 2.1.7 Epidemiologic Trends and Program Response for South Africa
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Figure 2.1.8 Net change in HIV treatment by sex and age bands 2018 Q4 to 2019 Q4

South Africa Treatment Growth, FY18 Q4 - FY19 Q4, 27 Priority PSNUs
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2.2 New Activities and Areas of Focus for COP20, Including Focus on
Client Retention

The COP20 approach focuses on the districts with the greatest need. Districts have been
categorized into retention -focused districts and continued direct service delivery districts
based on their past performance and projected COP19 achievement. Retentigiocused
districts are those that will reach >81% coverage by the end of CQ® with aggressive gravth
in COP19and passive growth in COPB. Targets in these districts were set assuming 95%
retention and a passivegrowth trajectory in COP20. Continued DSD districts are those that
will need to continue aggressive growth in COP19 and COP20 to ensure 81%verage at the
district level. Targets in these districts assumed 95% retention and additional case finding
efforts to close remaining ART coverage gaps in COP20.

PEPFAR SA will continue to provide substantial support to facility and community-level
human resource investments to enable HIV testing, samalay initiation, extended service
hours, patient navigation, active linkage, case management, adherence and retention tracking
and tracing, and differentiated care in districts that have the greatest ART overage gap to 9@
90z90. It is anticipated that retention -focused districts will have more roving staff (who rove
between sites) focused on providing technical assistance and mentorship to their DoH
counterparts with less staff providing direct service delvery. Meanwhile, the continued DSD
districts will retain their DSD staff compliments (who are fixed or seconded to specific sites)
and primarily provide direct services (and less technical assistance and mentorship).

In line with the success of the Siyerza/Phuthuma efforts, PEPFAR SA will expand its intensive
partner management and support in COP20. Using developed Standard Operating Procedures
(SOP) and tools, PEPFAR SA staff will work closely with NDOH to accelerate the Phuthuma
approach at both national and provincial levels through setting up daily data-review and

facility management hubs attended by technical leads from PEPFAR, NDOH, and civil society.
In addition, facility -based acknowledgements rewarding highperforming facilities will be

used to further bolster the NDoH -PEPFAR collaboration at the sitelevel.

ho - indi I e
In COP20, PEPFAR will increasdirect facility and community linkage to achieve >95%

linkage in all PEPFAR supported districts. Strategies to improve linkage and treatment
initiation in COP20 include same-day ART initiation through the handshake model (escorting
HIV positive patients directly from testing to the ART initiation room/officer) , provision of
adherence counseling for PLHIV newly initiated on ART by lay counselorscommunity ART
initiation, the welcome back campaign (to welcome back clients who defaulted from care back
into th e care and treatment program including intensified adherence counselling), and
through direct service delivery staffing and mentoring of DoH cadres. In COP20, the PEPFAR
team intends to continue to support direct placement of lay counselors, nurses, andihkage
officers to focus on case finding and ART initiation in DSD districts.

15| Page



PEPFAR will prioritize patient literacy on the importance of ART initiation upon HIV

diagnosis. Additionally, better and more efficacious treatment options will be scaledup to
improve treatment initiation and maintenance on treatment. The PEPFAR team will aim to
ensure that ART initiations are being done by all Nurse Initiated Management of Anti
Retroviral Therapy (NIMART) trained staff. Also, the PEPFAR team will continue b scale up
peer-led support groups in PEPFAR supported sites and ensure that newly diagnosed PLHIV,
PLHIV returning to care, or PLHIV struggling with adherence are provided with the option to
be linked to these support groups This will be especially important in retention districts

where the PEPFAR staff footprint will be reduced and support will be provided through a mix
of technical assistance, mentorship and direct service delivery.

In COP19, all PEPFARupported districts scaled-up case management and the aggregate
proxy retention rate from FY19Q1 to FY20Q1 was 98.2%. Retention on ART has improved since
FY2018 but remains a significant challenge for the national HI\program given the size of the
cohort of individuals on treatment in South Africa and the mobility of its population. In
COP20, the case management approach will gain further efficiencies through the enhanced
use of technology for continued peerto-peer aupport. Population -focused approaches to
strengthen retention will include continuing to scale -up postnatal clubs and pediatric focused
case management. A specific strategic marketing strategy aimed at increasing male
engagement in their health (the MINA campaign) is being developed and rolledout in COP19.
It is expected that this program will continue to be in place and will improve uptake of
treatment and retention on ART among men in COP20.

Overall, retention among stable HIV patients who have been devn-referred to differentiated
service delivery models (e.g. decanted) is high in SA, yet it is estimated that only 53% of
eligible clients are currently decanted. Demand creation for decanting is being implemented
in COP19 and the PEPFAR team will aim tancrease the total proportion of eligible patients
decanted to 85% in COP20.Differentiated Service Delivery models include fast lane,
Adherence Clubs (both facility and community based), and external pickup points. There will
be quarterly reporting on the number of clients transitioned to these models. PEPFAR
partners will continue to support fast lane pick-ups with no need for client attendance
elsewhere (e.qg. registry, collecting files, checking vitals, clinicianPEPFAR will continue to
support CCMDD implementation, which includes supporting CCMDD service providers and
support to the NDOH related to stock provisions. In addition, the PEPFAR team will work
with the NDoH to support national roll out of MMD (moving from the current 6 -month visits
with dispensing of 2-month supply to dispensing the full 6-month supply).

PEPFAR Monitoring, Evaluation, and Reporing (MER) and Siyenza data have shown a
significant decline in the number of missing patients since the introduction of strategies to
trace and track missing patients. Historically, the PEPFAR program has focused on finding
patients who dropped out of careand relinking them to ART. During the second half of COP19
and during COP20, in addition to tracking patients disengaging from care PEPFAR SA will
focus on preventing defaulting by better understanding the individual characteristics and
reasons fordisengaging from careand focusing on improving patient experience during clinic
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visits. Key strategies to do this include reducing queues, decanting stable patients, expanding

hours of operation including weekends, offering scheduled visits with appointment times, re-

training and sensitizing providers on friendly/compassionate services, ensuring organized/up
to-date/available patient records, and providing population-ODAAE AEA OAOOEAAO 1 EE/
(e.g. specific spaces to provide services to male clientgnd Youth-friendly services after

school hours. PEPFAR SA will also continue to reducthe number of clients disengaging from

carethrough tracking missed appointment lists from TIER.Net.

PEPFAR will also provide enhanced support through text message (@ Short Message Service

- SMS) reminders and through early assignment of case managers to patients initiating

therapy, as part of client centered services provision. Tracking patients will begin from the

time an individual miss an appointment (e.g. sameA A U Q 8 7A xEI1T Al 01 OOO0OAT ¢
health literacy (U=U), and access to mental health services for patients initiating therapy and

for those with unsuppressed HIV VL.

During COP18/19 PEPFAR SA in collaboration with the NDoH completed the developmerof
the Advanced Clinical Care (ACC) curriculum. The roltout of the ACC training is planned for
COP 19/20 with other stakeholders. The profile of clients with advanced disease has changed
and the training will focus on management of clients presenting with advanced disease prior
to ART initiation or for those re-engaging in care(including TB-LAM and GeneXpert testing
for TB at primary facilities and outpatient settings and CrAg screening), Drug Resistant (DR)
HIV, Drug Resistant TB, management of an adulclient failing a DTG regimen or Pl regimen
based. The training will strengthen advanced clinical management of HIV and TB to build
capacity at all levels. Patients with advanced HIV disease will have easier access to providers
trained on advanced clinical care (ACC) and the PEPFAR team will provide virtual support to
ensure health care workers have access to specialist regarding the management of advanced
disease.

TLD

In COP20, PEPFAR SA will continue to support the NDoH to rapidly roll out and monitor the
transition to TLD in South Africa. A greater focus will be placed on ensuring that all patients
are offered TLD within the context of informed choice, by expanding the availability of patient
education materials and healthcare worker jolzaids that clarify the risks (NTDs, weight gain)
and benefits (smaller, more palatable Fixed Dose Combination, decreased side effect profile,
more rapid viral suppression) of the drug. PEPFAR SA will support pharmacovigilance efforts
to track side effects and support orgoing training of health care workers, including side effect
monitoring and appropriate regimen switch, in alignment with National guidelines. Although
VL suppression rdes are high among those currently on ARVs, the roHout of TLD and
Dolutegravir based regimens during COP19 and COP20 is expected to further improve
retention and VL suppression.

TB/HIV_

In COP20, PEPFAR SA will support the GoSA to ensure that individual&ith TB know their
HIV status, to effectively link HIV -infected TB patients to appropriate HIV treatment, and to
scale up TB prevention and treatment among PLHIV. Priorities include ensuring
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implementation of universal TB screening at all PEPFARsupported facilities, increased HIV
testing among individuals with presumptive TB, and ensuring rapid ART initiation for TB/HIV
co-infected individuals. Ensuring data quality for reporting on the TB cascade will be key. In
AAAEOET T h xEOE 0 %0 &hndng, partriied wil\bk Axiaektdd@oifukthed scale/E
up TB preventive therapy including among those currently on treatment who have not
previously received Tuberculosis Preventative Therapy (TPT). A greater focus will be placed
on ensuring TPT completion (currently 58%) through the roll -out of 3HP (Rifapentine and
Isoniazid) and provision of dedicated adherence support focused on TB prevention and TB
treatment. Site-level staff will be expected to have a greater focus on TB in COP20 then in
DOET O U AwilDadditiondlly Bedexpected to ensure appropriate implementation of
infection prevention and control practices and support rapid quality -improvement cycle to
ensure that programmatic and facility implementation barriers are resolved rapidly for
improved performance. PEPFAR SA will utilize feedback from communityled monitoring and
our own site visits to target facilities that need to improve implementation of core infection
control activities. Newly placed TB champions will further strengthen implementation of
these activities during COP20.

At the above-site level, TB funding will go to support limited procurement of 3HP to
complement the Global Fund investment ($14M) pharmacovigilance and an evaluation of TPT
adherence in the context of the roll-out of 3HP, and advanced clinical care to support the roH
out of TB-LAM (accessible as a POC test at primary facilities in both inpatient and outpatient
settings) and Multi -drug Resistant (MDR) TB treatment.

lati :

In addition to these broad national and site-level strategies, PEPFAR SA continues to focus on
specific populations which are further described in Section 4.0 as follows:

AGYW and OVC: Sections 4.3.1
Children / PMTCT: Section 4.3.2

Key Populations: Section 4.3.3

Men / VMMC: Sections 4.1.1 and 4.3.4

=A =4 =4 =4

2.3 Investment Profile

The national HIV response in SAis funded primarily by the GoSA through domestic public
revenue, with additional funding from extern al development partners (donors) such as
PEPFAR and the GlobaFund, as well as the private sector. Donor funding focuses on
complementing government resources and piloting innovative interventions. Despite a
constrained fiscal environment in recent years(i.e. considerable deficits and a growing debt
to $0 OAOEIT qh 3! 60 £ET AT AEAT AT i i EOI AT O Ol
HIV has grown more than the overall health budget over the last nine years, with the GoSA
nearly tripling its domestic bu dget for HIV treatment to more than $1 billion. PEPFAR
continues to work closely with the GoSA and development partners to ensure sustainability
and continuity (further described in Section 2.4).
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In 2018/201%4 the total GOSA budget on HIV and HIV/TB wasZAR 23 billion (USD 1.76
billion). In terms of the relative domestic and donor contributions, the most recent study was
the 2016/17 National AIDS Spending Assessments, which shows the G@SBIV investment
comprising more than 71% of all investments (Také 2.2.1). According to the NSP 2037022,
insurance costs for private ART patients are estimated to be ZAR.6billion in 2017/18.

Within the GoSAS 1@sponse, theNDoH is the largest spender on HIV services, primarily via
the HIV/TB Conditional Grant mechanism (ZAR 20.5 billion in 2018/19), followed by the
Department of Social Development (ZARL1.8 billion for 2018/19). An additional ZARL.9 billion
has been allocated in2017/18 and 2018/19 to support implementation of the HIV and TB
Investment Case and the new NSP including the continued expansion of ART to PLHIV®

$O0A Oi 31 OOE ! #OEAA8O EECE ()6 AOOAAT AT A OEA Al
on treatment, HIV costs are expected to increase over the next decade, primarily driven by costs

of ARVs and ART service delivery. The continued rollout off enofovir/Lamivudine/Dolutegravir

fixed-dose combination (TLD) is expected to partially offset these increasesSouh Africa

requires a steadily increasing investment in HIV programs to reach 9990zy 1 8 ' E OA1 310
constrained economy, the GoSA has leveled funding for many services, and future rising HIV

and TB treatment costs are projected to consume an increasing shaimf the health budget.

Table 2.3.1 Annual Investment Profile by Program Area  [1]

14 The GoSA fiscal year is AprilMarch, and is referenced as two calendar years (e.g:Y2018/19 for the period April
2018March 2019). The USG fiscal year is October to September, and is referenced in relation to the latter calendar
year (e.g. FY2019 for the period October 2048eptember 2019).

15 Using the March 2018 Exchange Rate of ZARQ2JSD1.
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